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ABSTRACT
The establishment of the National Health Insurance (NHI) provides the 
South African Government with an alternative means to restructure 
South Africa’s failing healthcare system. Calls for a NHI with the 
National Health Insurance Policy Paper of 2011, together with relevant 
legislation and programmes, have consistently formed an integral part 
of Government’s national effort to build a united national health system 
in which the public health sector plays a dominant role as provider of 
fi rst choice. The article provides an overview of health care pre-1994, 
post-1994 and then focuses on the challenges confronting the South 
African health care system. The article concludes that apart from certain 
challenges in the current NHI debate in terms of the lack of technical 
details on the proposed NHI system, a lack of transparency in terms of 
the process, as well as problems related to the exclusion of the main 
stakeholders in the public and private health sector, the most crucial 
areas of contention in this regard is the shortage of health care workers 
within the South African health care system. South Africa is struggling 
to meet its pledge for health care for all as a result of increasing staff 
shortages in public sector healthcare.
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INTRODUCTION
The focus of this article, while bearing in mind universal coverage as proposed 
in the NHI, is the staff to provide for health care and the implications thereof 
to supply a workforce for health implementation that will enable the country’s 
progression towards attaining and sustaining equitable universal access to 
quality health care services for the citizenry (cf. WHO 2013:10).
The proposed NHI is a state-mandated and state-administered health 
insurance scheme that provides universal and comprehensive cover to all South 
Africans in spite of their fi nancial status. In essence therefore, the vision of the 
NHI system is to be inclusive of the unemployed and the indigent who will 
also be afforded the opportunity to receive healthcare which is on par with 
everyone else’s and not based on what they can or cannot afford (Toyana 2013).
In the “Draft Discussion Paper on Human Resources for Health” (2005) which is 
largely a response to the substantial human resource shortages in the public health 
care sector, it is stated: “that a national health service cannot be planned, still less 
can it be carried into effect – without taking into account the numbers of medical 
and other necessary personnel available now and in the near future”. It is thus 
evident that the availability of personnel is the absolute limiting factor in pursuing 
the objectives of the proposed NHI (Department of Health 2005:14 in Toyana 2013).
Ineffi cient Apartheid health systems that fi rmly entrenched inequity and 
ineffi ciency through a discriminatory, diversifi ed and bureaucratic healthcare 
system created an insurmountable challenge for the transition towards the 
emergence and development of sustainable, equitable and developmental 
healthcare options (Toyana 2013). While there have been certain areas of 
progress in the country since 1994 embedded disparities in wealth and health 
remain the widest in the world. Currently, race, income and geographical 
location, whether province to province or urban to rural, plays a signifi cant role 
in deciding the level of health care services that one receives.
It is a priority for the South African health sector to ensure that the workforce is 
appropriate, trained and sustainable. The dependence on their health workforce 
to achieve the objective of good health outcomes is common to health systems 
across developing and developed countries (Department of Health 2011:8 in 
Toyana 2013). However, the lack of healthcare professionals in South Africa is a 
big threat to the government’s ambition to eventually roll-out equitable universal 
access to healthcare for all the citizens in the country (Toyana 2013). This fact is 
further compounded by the lack of suitably qualifi ed and experienced healthcare 
professionals globally which has had notable implications for the country’s health 
care system (Rudish, Adao and Varndell 2013 Internet Source).
As reiterated by Director-General Matsoso (Department of Health 2011:9), 
emphasis is therefore on the strengthening human resources to meet new 
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services demands for the immediate medium and the long term future. The 
concomitant challenge in this regard is therefore to identify the appropriate steps 
to move towards sustained and effective development of the health workforce.
HEALTH CARE PRE-1994
The current levels of dysfunctionalism persistent in South Africa’s healthcare 
system go back to policies dating back to South Africa’s Apartheid period. This 
period in South Africa’s history is responsible for the legislation that has inexorably 
affected both the health profi le of South Africa’s populace and the delivery of 
health services (Toyana 2013). Through the review of relevant literature, South 
Africa’s history is one permeated with discrimination and subjugation on the basis 
of race and gender together with the use of unjust laws to the benefi t of a white 
minority (Coorvadia, Jewkes, Barron, Sanders and McIntyre 2009:817 in Toyana 
2013). They argue that deliberate political, economic and land restriction policies 
had the effect of structuring “society according to race, gender and aged-based 
hierarchies” (Coorvadia et al. 2009:819 in Toyana 2013).
Subsequently, the “organisation of social life, access to basic health 
resources and health services” were infl uenced by these factors (Coorvadia et 
al. 2009:819). It is further observed that the “institutions and facilities” in place 
were established and managed with the explicit “aim of sustaining” a racially 
segregated and discriminatory healthcare system (ANC 1994 in Toyana 2013). 
The compounding result has therefore been a system characterised by a highly 
diversifi ed healthcare system which has favoured ineffi cient and inequitable 
curative care and the private sector (ANC 1994 in Toyana 2013).
It is therefore apparent that South Africa’s healthcare system is inherently 
embedded within the context of the Apartheid system which according to De 
Beer remains a pervasive and “dominant social reality in South Africa today” 
(De Beer 1986:15 in Toyana 2013).
HEALTH CARE POST-1994
After the advent of democracy, the right to health was fi rmly and 
comprehensively entrenched and prioritised in the Constitution of the Republic 
of South Africa of 1996 under the principal provision Section 27 (1) which states 
that “Everyone has the right to have access to healthcare services including 
reproductive care”. These rights were further extended to vulnerable groups 
such as children in sections 28 and 35. Contrary to Apartheid policies, the 
right to health was extended to everyone, regardless of race, sex, age, class or 
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geographical location (Toyana 2013). To achieve this, the Constitution therefore 
mandates the Government to implement achievable targets to progressively 
realise the “right to health” within its available resources. As further emphasised 
by Dollie (2009:47), the state bears the primary responsibility for healthcare 
delivery and must respect, protect and fulfi l this right.
While health care for all was enshrined in the Constitution, South Africa’s 
fi rst democratic Government inherited major inequalities and challenges with 
regard to the health system. These included inequalities in:
 ● “The impact of disease across all races;
 ● access to health services between both urban and rural areas, and between 
the nine new provinces; and
 ● the quality of health services in the public health system compared to the 
private health system” (Hassim, Heywood and Honermann 2006:18).
RATIONALE FOR THE NATIONAL HEALTH INSURANCE
Reforms in health legislation therefore formed an integral role in addressing 
these concerns while further building “a democratic state founded on the values 
of human dignity, the achievement of equality and the advancement of human 
rights and freedoms as stated by the Bill of Rights in the Constitution” (Hassim, 
Heywood and Honermann 2006:18).
Since 1994 and more recently in 2009, the NHI has been seen as a necessary 
response to the challenge of effectively ending the disparities that exist within 
the current healthcare system. South Africa’s current healthcare system together 
with the health outcomes of the country, have consistently proven that this 
healthcare system is “unsustainable, costly and highly curative” (Department of 
Health 2011a:5). These factors have jointly resulted in many challenges such as 
the “worsening quadruple burden of disease, a shortage of human resources” 
and a deteriorating and poorly performing public healthcare sector (Department 
of Health 2011a:5 in Toyana 2013).
Subsequently, the NHI has been pivotal to proposals made in efforts 
to restructure the country’s health care system since 1994. Calls for a NHI 
together with relevant legislation and programmes, have consistently formed an 
integral part of Government’s national effort to build a united national health 
system, in which the public health sector plays a dominant role as provider 
of fi rst choice (ANC Today 2009). The proposed NHI is a state-mandated 
and state-administered health insurance scheme that provides universal and 
comprehensive cover to all South Africans in spite of their fi nancial status 
(People’s Budget Campaign 2008:53). In essence therefore, the vision of the 
NHI system is to be inclusive of all citizens. The unemployed and the indigent 
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will be afforded the opportunity to receive healthcare which is on par with 
everyone else’s and not based on what they can or cannot afford. The NHI as 
therefore been widely endorsed by the national Government which ultimately 
led to a resolution on the NHI scheme being passed at the ANC’s 52nd National 
Conference in Polokwane in 2009 (ANC Today 2009).
It is asserted within the National Health Insurance Policy Paper (Department 
of Health 2011a:15) that “the rationale for introducing the NHI is to eliminate the 
current trend where those with the greatest need have the least access and have 
poor health outcomes” (Department of Health 2011a:15). It is thus envisaged that 
the introduction of the NHI “will improve access to quality” healthcare services 
while further providing “fi nancial risk protection against” unpredictable “health 
related” household “expenditures” for South Africa’s population (Department of 
Health 2011a:15). It is also envisaged that this system will provide a mechanism 
through which cross subsidisation will be improved as “funding contributions 
will be linked to an individual’s ability-to-pay while benefi ts from health services 
will be proportionate to an individual’s need-for-care as everyone will have 
access to a defi ned comprehensive package of healthcare services” (Task Team 
on National Health Insurance in African National Congress 2009:28). This will 
be achieved through having an integrated funding pool (Task Team on National 
Health Insurance in African National Congress 2009:28).
CHALLENGES IN SOUTH AFRICA’S HEALTHCARE SYSTEM
South Africa’s healthcare system is fraught with challenges. These challenges 
are both systemic and operational, in that they range from “shortages of human 
resources, the heavier burden of disease, the inequitable distribution of resources 
between the public and private health sectors as well as to the poor fi nancial 
management of allocated resources and the imbalance in fi nancial resources 
between the public and private sectors and deteriorating infrastructure” (ANC 
Today 2009 in Toyana 2013).
TWO-TIER HEALTH CARE SYSTEM
Furthermore, the post-Apartheid Government inherited a fragmented healthcare 
system characterised by a two-tier system of health provision in other words, a 
healthcare system characterised by a public health sector and a private sector. 
The former, according to Gilson and McIntyre (in Toyana 2013:19) is a system 
that consists of the national, provincial and local Government and is largely 
funded by national taxes, that is the national budget. The latter on the other 
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hand consists of generalists and specialist practitioners together with pharmacies 
and private hospitals. This tier of the health system is funded largely through 
medical aid schemes, which is a form of private and “voluntary health insurance 
and out of pocket payments” (Gilson and McIntyre in Toyana 2013:22). The 
most signifi cant characteristic of this system is that a small minority of the 
population, “predominately wealthy”, is served by the private healthcare sector 
that consumes a signifi cant amount of the country’s healthcare resources, both 
in terms of funding, human resources and other physical resources (Gilson and 
McIntyre in Toyana 2013:22). On the contrary, the vast majority of South Africa’s 
population, which is predominately poor, is served by the public healthcare 
sector that is mostly under-funded and under-resourced. This is illustrated by 
the fi gure below:
ALLOCATION OF RESOURCES
One of the main challenges of the health care system has been the 
disproportionate distribution of resources particularly in terms of fi nancial and 
human resources.
Figure 1:  Distribution of various groups using different means of services–2005
Source: (ANC Today 2009)
South Africa 2005
47.0m people
Some Private and Public
20.9%
9.8m people using private 
primary care out-of-pocket 
and public hospitals
R1 500 per person pa
Private Health Insurance
14.9%
7.0m people in voluntary Medical 
Schemes using private primary care 
and private hospitals
R9 500 per person pa
Public Sector
64.3%
30.2m people using public 
clinics and hospitals
R1 300 per person pa
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In 2009, expenditure per person in the public sector was R1 900 while 
expenditure per person in the private sector was R11 300 (The Presidency 
Internet Source:6). It is thus purported that as a result, “access to healthcare has 
been unequal with the majority of South Africa’s population relying on the public 
healthcare system” (ANC Today 2009). This is further exacerbated by the country’s 
poverty level the country still grapples with extreme healthcare inequalities with 
healthcare outcomes that mirror these inequalities (Toyana 2013).
Statistics show that the “majority of healthcare” personnel are employed in 
the private sector. Presently, 65% of South Africa’s doctors and 80% of our 
specialists are in the private sector (McIntyre and Van den Heever 2009:75). 
The distribution of nurses, is, on the other hand, slightly higher in the public 
sector. The fi nancial disparities above further exist in relation to hospital beds 
and human resources. For instance, the table below shows the “distribution of 
healthcare resources between public and private sectors in 2005” (McIntyre 
and Van den Heever 2009:75).
Figure 2:  Distribution of healthcare resources between the public and private 
sector – 2005
Private sector Public sector
Population per GP (243) 588* 4 193
Population per specialist 470 10 811
Population per nurse 102 616
Population per pharmacist (765) 1 852 22 879
Population per hospital bed 194 399
Source: (McIntyre and Thiede in Toyana 2013:43)
In 2006, “32% of all professional nursing posts in the public sector were 
vacant. By 2008 the proportion of vacant nursing posts had risen to 40%. 
In the Free State and the Eastern Cape, more than 50% of all public sector 
nursing posts stand vacant” (McIntyre and Thiede in Toyana 2013:43). Of the 
same instance, MacFarlane (2009 Internet Source) states “that this is the same 
for doctors, as vacancies in the public sector rose from 30% in 2006 to 35% 
in 2008”.
This has led to the governing party (ANC Today 2009) stating that there has 
been a decline in funding in the last decade public funding declined leading to 
serious under-staffi ng of the public health sectors, with many important staff 
positions remaining vacant. Furthermore, government notes that while many of 
the public hospitals have been refurbished and management improved, there 
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have been many public hospitals which have experienced management failure 
related to employment of incompetent managers (ANC Today 2009).
QUADRUPLE BURDEN OF DISEASE
South Africa’s burden of disease poses another challenge. Unlike many other 
low- and middle-income countries which experience a “double burden of 
disease, South Africa has a quadruple burden of disease” which is largely as a 
result of the epidemiological transition from diseases of poverty to those that are 
lifestyle related” (Department of Health 2009:15). The health challenges facing 
South Africa are well documented. According to the National Development Plan 
(The Presidency 2012:331), the country faces a quadruple burden of disease:
 ● “HIV/AIDS and related diseases such as tuberculosis (TB), and sexually 
transmitted infections (STI)
 ● Maternal and child morbidity and mortality
 ● Non-communicable diseases (mainly related to lifestyle)
 ● Violence, injuries and trauma” (The Presidency 2011:331)
The multiple burdens of disease are characterised by the co-existence 
of diseases associated with under-development such as diarrhoea and 
malnutrition, as well as chronic non-communicable diseases such as diabetes 
and stroke. These are compounded by a high injury burden and the HIV/
AIDS epidemic (Department of Health 2011:14). In 2007, the South African 
population represented 0,7% of the world’s population, but accounted for 
17% (about 5,5 million people) of the global burden of HIV infections (The 
Lancet August 2009 in Toyana 2013). South Africa therefore has the highest 
burden of HIV with an estimated 5,6 million people of the population infected 
and 270 000 HIV related deaths recorded in 2011 (Aids Foundation South 
Africa 2011 Internet Source).
“South Africa’s burden of disease is on average, four times larger than that of 
developed countries, and in most instances almost double that of developing 
countries. It is reasonable then to expect also a larger burden on fi nances, 
facilities and human resources in this country, compared to these requirements 
in other countries” (Econex 2009:4 in Toyana). This multiple burden represents 
a demand on the health services and concomitant resources of South Africa 
far beyond those experienced in developed countries and what the limited 
resources can accommodate (Steyn 2008:10).
Subsequently, the Department of Health (2011:14) in the strategy for human 
resources for health consider the strategic implications of the burden of disease, 
as such, the several effects thereof are considered below:
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 ● Health professional training and development must provide for a wide 
spectrum of conditions
 ● The short term priority for the Department of Health is to improve maternal 
and child health
 ● Innovative HR approaches and interventions are needed, in particular for the 
high AIDS and TB burden, the emerging cardiovascular and diabetes burden 
and mental health problems
 ● Addressing health inequalities and the social determinants of health needs to 
be high on the agenda
 ● The ageing trend in the population also calls for training and services to meet 
the needs of older people
 ● Strengthening public health, building the evidence base and improving 
surveillance data are needed to promote health and prevent disease 
(Department of Health 2011 in Toyana 2011).
HEALTH OUTCOMES
The WHO (2007:iii) explains that the “best measure of a health system’s 
performance is its impact on health outcomes”. This “term refers to the impact 
healthcare activities have on people — on their symptoms, ability to do what 
they want to do, and ultimately on whether they live or die” (WHO 2007:iii).
According to ANC Today (2009) “South Africa is a country that is characterised 
by highly uneven distributions of income and control over resources. At the heart of 
such transformation has been the progressive realisation of socio-economic rights 
entrenched in the Constitution”. However, to date, “millions of South Africans still 
do not enjoy the fulfi lment of their socio-economic rights (ANC Today 2009). The 
South African health system is plagued by a number of interrelated challenges, 
which all combine to adversely impact on the performance of the system and the 
health outcomes that are associated with the population’s wellbeing (Toyana 2013).
It is often observed that while having “relatively high levels of healthcare 
expenditure as a percentage of the gross domestic product (GDP) relative 
to other comparable middle income countries” South African health status 
indicators are signifi cantly poorer than their lesser faring counterparts” (National 
Health Insurance Plan 2009:4). According to the National Health Insurance 
Plan (2009:4) this is largely as a result of “social and economic determinants” 
for example poverty, unemployment, unhealthy lifestyles such as smoking and 
irresponsible sexual behaviour. In addition, poor health outcomes are largely 
a result of differential access to quality healthcare as a direct result of “mal-
distribution of human, fi nancial and physical resources between the two 
sectors” (National Health Insurance Plan 2009:4).
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Engelbrecht and Crisp (2010:195) further confi rm that “South Africa spends 
more on health than any other African country at 8,7% of its GDP”, which is 
“slightly less than Sweden at 8,9%”. Yet South Africa remains one of only 12 
countries in which maternal mortality and mortality for children younger than 
5 years has actually increased since 1990 (Engelbrecht and Crisp 2010:195). A 
study by the South African Institute of Race Relations (SAIRR) (in MacFarlane 
2009:18) further found that there were large disparities between South Africa 
and its fellow BRIC (Brazil, Russia, India, China) countries regarding healthcare, 
this is even though South Africa spends a greater percentage of GDP on health 
than Brazil, Russia, India and China. In 2008, “South Africa spent 9% of GDP 
on health, compared to 8% in Brazil, 5% in Russia and 4% in China and India. 
Despite this fact, South Africa continues to score worse on indicators such as its 
maternal mortality rate and TB” (MacFarlane 2009 in Toyana 2013).
It is also below that of countries with lower levels of per capita government 
expenditure on health. According to the Development Bank of Southern Africa 
(DBSA) (2008:33-34) “there are several potential explanations for this:
 ● South Africa does not spend its available resources effi ciently. The problem 
is structural and derives from the confi guration of the public system.
 ● South Africa is facing a specifi c change in its burden of disease which has 
been diffi cult to prevent without signifi cantly improved resources. Aside 
from this predicament South Africa would be facing improved indicators.
 ● The inability to respond to the changed burden of disease has been caused by 
an inadequate and poorly prioritised public health system” (DBSA 2008:33).
The DBSA (2008:35) also states that: “After consideration of the evidence 
it appears most likely that South Africa’s poor health outcomes are causally 
related to:
 ● A poorly confi gured public health system, which has also struggled to 
effectively prioritise the use of its existing resources;
 ● A level of resources insuffi cient to meet the existing problems;
 ● A problematic socioeconomic context which cannot reasonably be 
addressed through public health interventions alone” (DBSA 2008:33-34).
UNIVERSAL COVERAGE AND THE 
HUMAN RESOURCE FUNCTION
The centrality of the health workforce in enabling demand for and delivering 
health care is recognised as the core of dynamic, “the backbone and limbs 
of the health care sector” – and hence is the starting-point for aligning supply 
with need and demand (WHO 2013:11 Internet Source). Where the outcome is 
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universal coverage and a healthy profi le, the health workforce forms a crucial 
part of the chain of inputs, processes, outputs, outcomes and impact needed 
to supply effi cient and effective health services and produce good health. It is 
impossible to consider human resources in “isolation from the infrastructure, 
equipment, medicines, consumables and fi nancial resources that create an 
enabling or positive practice environment that interacts with communities and 
individuals” (WHO 2013:11 Internet Source).
As reported by the World Health Organisation (WHO) (2013:11 Internet 
Source) all these components are essential for any health system that is by 
nature complex, unpredictable and adaptable. The principles of universal health 
coverage and the right to health apply universally but for successful universal 
coverage, it is paramount that countries on an individual basis determine their 
own unique population needs, expectations and priorities as a blueprint does 
not exists in this regard (Toyana 2013). Subsequently, the universal health 
coverage will therefore vary across countries and over time. It therefore goes 
without saying that as packages of care expand overtime–this will require a 
corresponding workforce with the requisite skills base and competencies which 
are tailor made to suit the country’s situation (WHO 2013:10 Internet Source).
In producing and sustaining a health workforce that is both fi t for purpose 
and fi t to practice in support of universal health coverage critical considerations 
need to be made in terms of human resources for health. It is noted that such a 
workforce should change according to population needs and expectations, the 
country’s unique burden of disease, technology and fi nancial resources, amongst 
others (WHO 2013:11 Internet Source). The World Health Organisation (WHO 
2013:11 Internet Source) uses a conceptual framework to highlight the central 
role of human resources for health. This framework consists of four critical 
dimensions of human resources for health, that is, availability, accessibility, 
acceptability and quality. The aforementioned dimensions are at the core of both 
the right to health and the concept of effective coverage (WHO 2013:11 Internet 
Source). The implications of universal health coverage for health workforce 
governance are therefore relatively straightforward, for effective coverage, the 
health workforces will have to change and adapt accordingly. Policy-makers 
should adopt a forward-looking planning approach, informed by scanning 
exercises of long-term perspectives and needs in health (WHO 2013:10 Internet 
Source) systems, human resources for health and education and training.
According to the World Health Organisation (WHO 2013:11 Internet Source), 
the fi gure below, together with the four dimensions, it is possible to determine 
whether a workforce is fi t for purpose and fi t to practice. This would mean 
that the workforce has the requisite competencies, skills base and qualifi cations 
to meet both current and anticipated future population needs and achieve the 
intended policy outcomes.
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The concepts of fi t for purpose and fi t to practice come together to inform the human 
resources for health challenges inherent in universal health coverage in four areas:
 ● availability – entails the suffi cient and appropriate supply of health workers, 
with the relevant competencies and skills that corresponds accordingly to a 
population’s health needs;
 ● accessibility – the equitable distribution of health workers in terms of spatial, 
temporal and fi nancial considerations;
 ● acceptability – this concept relates to the workforce’s ability to treat all 
patients with dignity, create trust and enable or promote demand for services;
 ● quality – entails the requisite competencies, skills, knowledge and behaviour 
of the health worker as assessed according to professional norms or standards 
and as perceived by users such as, for instance the Batho Pele Principles 
(WHO 2013:12 Internet Source).
Even though all four dimensions are equally important this process is a casual 
chain, there is a logical sequence in addressing them. For this framework to 
yield desired results, services need to be both available and readily accessible 
to the population making use of the services. If there is suffi cient availability of 
services that are accessible, acceptance by population is greatly enhance which 
means services are effectively utilised. This then speaks to the quality of the 
services rendered (WHO 2013:12 Internet Source).
Figure 3  Human resources for health: availability, accessibility, acceptability, 
quality and effective coverage–2013
Theoretical coverage by ‘availability’ of health workforce
Effective coverage gap
Availability 
of HRH
Accessibility 
to HRH
Acceptability 
to HRH
Service 
utilization
Quality 
of HRH
Population + health needs: Who is provided EFFECTIVE COVERAGE?
Source: (World Health Organisation 2013:11)
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AN APPRAISAL OF THE STAFF COMPONENT OF 
THE HEALTH CARE SYSTEM IN SOUTH AFRICA
In 2011, there were 162 630 health professionals registered with the Health 
Professions Council of South Africa (HPCSA) in a number of professional 
categories (Department of Health 2011:25). In addition there were 231 086 
nurses registered with the South African Nursing Council (SANC) in 2010 
(Department of Health 2011:25). In 2010 the Pharmacy Council had 12 813 
pharmacists and 9 071 pharmacist assistants registered (Department of Health 
2011:25). It is however noted that fi gures are not a true refl ection of the numbers 
of health professionals available for the health workforce. The Council registers 
do not record whether a re-registering professional is in South Africa or not, 
whether they are practicing in South Africa or retired, and whether they are 
part time or full time (Department of Health 2011:25). It has been estimated that 
South Africa is facing a shortage of 80 000 HRH in the public sector (HEARD 
2009:54).
According to Toyana (2013:56) a review of the supply of health professionals 
in South Africa indicates the following:
 ● There was a stagnant to negative growth in public sector clinical posts for 10 
years from 1997–2006;
 ● Suffi cient planning and budgeting for clinical posts in the public sector was 
not undertaken;
 ● There was a high attrition from the key health professions;
 ● There is a lack of retention of health professional graduates in the public 
health sector due to various ‘push’ factors and limited public sector posts;
 ● More graduates being produced than are absorbed into the public sector;
 ● There is a maldistribution of health professionals between rural and urban 
areas, and the public and private sectors, and this pattern has not changed in 
the past 15 years; and
 ● There are high numbers of ‘vacancies’ in the public sector although this 
data is not reliable and it would be impossible to fund the ‘unfi lled’ posts 
(Department of Health 2011:20-21 in Toyana 2013:56).
HEALTH WORKER DENSITY
The health worker density in most sub-Saharan countries is well below the 
WHO threshold of 2,3 physicians, nurses and midwives for every 1 000 
people. This is considered to be the minimum number of healthcare workers 
required to deliver essential health services (Rudish et al. 2013 Internet 
Source).
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In 2010, South Africa had a skilled health professionals density of 43,3 per 
10 000 people (WHO 2013:86). While this is higher than the minimum level 
proposed by the World Health Organisation, the country still lags its BRICS 
peers, all of whom have much larger populations on this measure. Furthermore, 
there are marked imbalances in the density ratios of health human resources 
between urban and rural areas and between the public and private health sector 
(HEARD 2009:6). According to Rudish et al. (2013: Internet source), 43,6% of 
the South African population live in rural areas but are only served by 12% of the 
doctors and 19% of nurses. Some parts of rural South Africa have 14 times fewer 
doctors than the national average. In addition, these localities suffer a higher 
infant mortality rate of 52,6 per 1 000 live births versus 32,6 in urban areas 
(Rudish et al. 2013: Internet Source).
As illustrated by the fi gure above, human resources for health vary from 
province to province with the Western Cape and the Gauteng Province leading 
Figure 4:  Total (public and private) human resources for health per 10 000 
per province–2010
Source: (Department of Health 2013:26)
Western Cape
74.08
Eastern Cape
44.83
Free State 
52.01
Gauteng
69.21
Northern Cape
44.83
North-West
44.83
Mpumalanga
44.83
Limpopo
44.83
KwaZulu-Natal
44.83
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at 74,08 and 69,21 per 10 000 of the population. The ratio of human resources 
for health per 10 000 population of 33,06 in the North West, for instance, is less 
than half of the ratios in Gauteng and the Western Cape.
The distribution of medical practitioners per province mirrors the imbalance 
distribution of human resources per province. The Department of Health 
notes in its Human Resources for Health Strategy (2011:31) that the shortage of 
“health professionals in rural areas is affected by various factors such as funding, 
historical defi ciencies in infrastructure, no additional benefi ts for working in more 
inhospitable settings or policy priority settings, fear of safety, lack of opportunities 
for schooling for children, lack of work opportunities for spouses of health workers, 
poor social infrastructure and a lack of strategies to recognise and compensate for 
these negative factors” (Department of Health 2011:31 in Toyana 2013).
There are generally more nurses in the public health sector than there are 
for the private sector. It is worth noting, however, that the Free State, Northern 
Cape and the Western Cape had more nurses in the private sector than in the 
public sector.
Figure 5:  Number of medical practitioners per 10 000 population in each 
sector, per province–20102
Source: (Department of Health 2011:29)
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ADDRESSING THE PROBLEM
A primary task of planning the health workforce is ensuring appropriate supply 
and distribution of health care workers. The goal is to ensure equity of access 
to appropriately trained health care workers for all the population (Toyana 
2013). The Department of Health (2011:39) provides that the supply of health 
professionals in South Africa has not been actively managed.
The fi fth point in the Department of Health’s 10 point plan, “Improving human 
resources, planning, Development and management” has six documented 
strategic priorities in the Medium Term Strategic Framework (MTSF) for 2009–
2014 which are aimed at addressing human resources challenges in the health 
sector (Department of Health 2011 in Toyana 2013). These include the:
 ● “Refi nement of the HR plan for health;
 ● Re-opening of nursing schools and colleges;
 ● Recruitment and retention of professionals, including urgent collaboration 
with countries that have an excess of these professionals;
Figure 6:  Number of professional nurses actively working in the public and 
private sectors, per province–2010
Source: (Department of Health 2011:30)
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 ● Focus on training of PHC personnel and mid-level health workers;
 ● Assess and review the role of the Health Professional Training and Development 
Grant (HPTDG) and the National Tertiary Services Grant (NTSG);
 ● Manage the coherent integration and standardisation of all categories of 
Community Health Workers” (Department of Health 2011 in Toyana 2013:78).
These human resource and health priorities are located within the policy 
initiative launched by the Minister in August 2011 to develop National Health 
Insurance as the primary fi nancing mechanism for the health system, and 
thereby provide more equitable access to health care (Department of Health 
2011:16).
Furthermore, the National Development Plan (The Presidency 2012) notes 
the following health goals towards the 2030 vision:
1. “Average male and female life expectancy at birth increases to 70 years
2. Progressively improve TB prevention and cure
3. Reduce maternal, infant and child mortality
4. Signifi cantly reduce prevalence of non-communicable chronic diseases
5. Reduce injury, accidents and violence by 50 percent from 2010 levels
6. Complete health systems reforms
7. Primary healthcare teams provide care to families and communities
8. Universal health care coverage
9.  Fill posts with skilled, committed and competent individuals” (The Presidency 
2012:333-334)
The health-related objectives of the National Development Plan, the health-
related outcomes of the South African government’s Programme of Action 
2010-2014 and the Ten Point Strategic Plan of the national Department of 
Health which are highlighted above and particularly the implementation of the 
NHI and progress towards health-related Millennium Development Goals, are 
all contingent on a skilled, competent and multi-professional health workforce 
working synergistically to address the unique health challenges facing the 
country (Essack in Toyana 2013).
THE NHI ON HUMAN RESOURCES FOR HEALTH
The NHI Policy Proposal of 2009 (in Toyana 2013:67) outlines a “Concurrent 
Health System Strengthening Plan”. This plan includes specifi c strategies 
for increasing the supply, quality, distribution, and retention of HRH in the 
country over the short to medium term to long term (Department of Health 
2009 Internet source; Health Economics and HIV & AIDS Research Division 
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(HEARD) 2009:54). Some of the steps that have been developed to address the 
critical shortage of human resources in the health sector include the following:
 ● Efforts to address the decline in production of doctors (Medium term).
 ● The re-assessment of public sector nurse training, including the continued 
opening of nursing colleges (Short to medium term).
 ● A re-assessment of projected health professional production totals in light of 
the HIV/AIDS and TB epidemics (Short term).
 ● Efforts to address the career progression of community and mid-level cadres, 
particularly the need for HIV/AIDS lay counsellors (Short term).
 ● Efforts to address the training of emergency care practitioners with attention 
to the implication of ceasing modular training (Short term).
 ● Strengthen teaching, training, and research capability of the tertiary 
institutions, awarding scholarships for the training of specialists and super-
specialists (Medium term).
 ● The extension of internship and community service programme to all health 
professionals (Short term) (Health Economics and HIV & AIDS Research 
Division (HEARD) 2009:54).
While such planning is welcome, it is unfortunate that the Department fails to 
provide crucial information such as the targeted numbers of human resources. 
Furthermore, specifi c dates in terms of when outlined steps will be achieved are 
not provided (Department of Health 2011a: Internet Source; Health Economics 
and HIV & AIDS Research Division (HEARD) 2009:54-55).
PLANNING FOR THE FUTURE
It has become common knowledge that South Africa’s education and training 
system for the health sector has not grown suffi ciently to meet health needs and 
health system requirements particularly in the implementation of the NHI. The 
Department of Health (2011:39) states that “this is in part due a lack of integrated 
planning between the health and education sectors on the development of 
health professionals in relation to health care need, and inadequate fi nancing 
mechanisms for health professional development.” As such, the government’s 
programme of action accords health and education of particular importance. 
This is due to the fact that the gap between what education institutions produce, 
and what the labour market needs to be actively addressed to meet the country’s 
changing demands (Department of Health 2005:10).
Literature reviewed points to critical shortages of health professionals in a 
number of occupational categories. More health professionals need to be 
trained and funding needs to be allocated to create more posts in the public 
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health sector. Between 2002 and 2010, 11 700 doctors graduated from South 
African medical schools and only 4 403 were employed in the public sector. 
In addition, the distribution of doctors between urban and rural areas has 
been deemed inequitable (The Presidency 2012:335). In 2011, the output 
of undergraduate health professional students for the supply for the health 
workforce from the 22 Higher Education Institutions (excluding nursing) was a 
total of 3 173 students each year on average, which is well below the country’s 
needs (Department of Health 2011:39). The long term intervention is the 
improvement of the education system, specifi cally maths and sciences as well 
as the training institutions is clearly where planning should start.
Going a step further, issues such as job design, performance management, 
remuneration, employment relationships, physical work environment and 
equipment, workplace cultures and human resource practices, facility workforce 
planning and career pathing which all affect the motivation and abilities of 
health care professionals needs thorough consideration (Department of Health 
2011:57). This also includes addressing the weaknesses identifi ed at all levels 
of the health system have been attributed to both management and leadership. 
It is often reported that the management cadre of the health sector, managers 
responsible for facilities and districts at all levels, were of varying competence 
and varying backgrounds (Department of Health 2011:57).
Internal and international migration of health workers is also exacerbating 
regional imbalances (WHO 2013 Internet Source). While not the worst hit, 
the migration of healthcare workers is another challenge contributing to South 
Africa’s shortage of healthcare workers. The challenge for South Africa is to 
make the country attractive for healthcare workers to want to stay–because staff 
shortage translates into both a decline in the quality of care and poor health 
outcomes (WHO 2013 Internet Source). In addition, “the migration of existing 
staff adds to the workload of those who remain, increasing their caseloads 
and leading to fatigue, loss of motivation and eventual burnout” (WHO 2013 
Internet Source). These challenges give impetus for remaining health care 
workers to also retire from service or leave the service for better conditions, thus 
exacerbating this vicious cycle (Rudish et al. 2013 Internet Source).
Rudish et al. (2013 Internet Source) further states that: “A short term measure 
that can help remedy the shortage is the reform of the immigration system which 
allows hospitals to bring in skilled foreign workers, particularly to rural areas 
where the greatest need for human resources has been identifi ed”. Rudish et al. 
(2013 Internet Source) “note, however, that currently, the process is currently 
cumbersome and reform is politically unpalatable in the face of the country’s 
high unemployment rate”.
Médecins Sans Frontières (2007:13) notes that task-shifting, which means 
re-allocating tasks between available staff is another way to address shortages. 
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Task-shifting would entail, for instance, “nurses assess patients to diagnose 
and treat opportunistic infections and initiate and monitor antiretrovirals (ART) 
rather than exclusively supporting doctors with lay workers provide testing and 
counselling, ART adherence support, and assist with general clinic support’ 
(Médecins Sans Frontières 2007:13). Furthermore, health workers, particularly 
“lay” counsellors and community-based “volunteers” can play a greater role in 
the health care system while alleviating work pressures on doctors and nurses 
(Médecins Sans Frontières 2007:15).
CONCLUSION
From the above, it is deduced that at the simplest level there can be no health 
services without health workers. The availability of health workers therefore 
remains the primary determinant and a necessary condition for effective 
coverage. While universal access to basic health care is a highly desirable goal 
which South Africa must continue to strive for, evidence suggests that the current 
shortage of medical practitioners and nurses in the public sector, particularly in 
the country’s rural areas stands in the way of the country achieving the coverage 
rates that it desires. Subsequently, for the NHI to be implemented successfully, 
immediate and medium to long term action needs to take place to address the 
critical challenges facing the health care system.
Furthermore, while there is no readily available remedy for the challenges 
highlighted above, it is clear that short and long term measures can help to 
address the problem. As such, various and creative methods need to be 
considered in training, deploying and paying health workers to pave the way for 
the successful implementation of the NHI and to deliver an effective package 
of essential health services to ensure that the poor, vulnerable and marginalised 
segments of the population have equitable access to the health workforce and 
to health services.
NOTES
1 The article is partly based on the unpublished MA dissertation completed at the University of 
Johannesburg by Toyana, M. 2013. A National Health Insurance Management Model to Promote 
Universal Healthcare in South Africa. Unpublished MA Dissertation. Johannesburg: University of 
Johannesburg.
2 A large percentage of the uninsured also visit private medical practitioners. According to Econex 
Health Reform Note 4, 36,7% of the total population in 2008 used private sector medical 
practitioners (GPs) for their primary healthcare needs (Department of Health, 2011:29).
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